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All are detention-proved and safe. All 
are carefully engineered to protect 
mental patients against self-injury, and 
to conceal or minimize every indica- 
tion of enforced restraint. All have 
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use of large total glass and ventilating 


areas for abundant healing sunlight and 
TRUSCO N STEEL WI N DOWS fresh air. Truscon Steel Detention 
Windows are custom-built to meet your 


fit your detention needs ? i sivay suitable wo help 


assistance is always available to help 
solve your particular window problem. 
Shown below are only three of the 
many Truscon detention window 
designs currently available. Write for 
your persona! copy of the complete 
Truscon Window Catalog. 


PSYCHIATRIC WINDOW 


Suitable for detention of patients who are not inclined toward self- 
injury. Full 100% ventilation where desired. For example, window 
shown offers 50% ventilation. Degree of ventilator swing is controlled 
by limit stops. Furnished with bronze cam-acting locking handle, or 
concealed cam latch with removable key. Screens available for instal- 
lation on the exterior side. 
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INTERMEDIATE LOUVER WINDOW 


Particularly applicable to the needs of mental hospitals. Awning type 
design with 100% ventilation. Degree of opening of simultaneously 
operated vents is controlled with small removable crank, permitting 
operation by authorized attendant only. Principal restriction against 
injury or escape of patient is provided by detention screen opened 
only by removable key, also carried by attendant. 


MAXIM-AIR® WINDOW 


Suitable for use in mental institutions where moderate restraint will 
suffice. Awning type, with 100% ventilation as standard. Available 
in single, double or triple designs, built integral and controlled with 
a single operating handle. Size of vents and degree of opening may 
be designed to meet any requirement. For rooms housing violent 
patients, restraint and protection from injury may be further provided 
by detention screens. 
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THIS MONTH'S COVER 


In the school canteen, the mentally deficient 
child has value—he learns to make choices on his 
own responsibility and is allowed to abide by his 
decision, 

But work on the educable is only a part of the 
program of the recreation department at Rosewood 
State Training School, Owings Mills, Md. Activi- 
ties must be suited to the needs and interests and 
capabilities of as many of the 1,400 patients as pos- 
sible. Their chronological age is from two weeks 
to seventy years, and the intelligence quotient is 
spread from nil to a little over 70. 

Recently, experimental work has been done with 
the spastic and low grade trainable small boys, who 
until recently had remained on the fringe of activi- 
ties. They had no idea how to play, either in 
groups or individually. The first step was to segre- 
gate them and group them homogeneously. Thus 
the recreation staff with help from other services 
were able to design activities suitable for their spe- 
cific needs. 

The first activity introduced was “motions set to 
music.” The next step was to encourage them to 
throw balls and beanbags individually to an aide. 
This large muscle activity was very difficult in many 
cases. Later, manipulative toys, such as the Holgate 
toys, large blocks, indoor quoits, rubber horseshoes, 
large puzzles and tinker toys were introduced and 
the response was amazing. They evidently derive 
much pleasure from their sense of accomplishment. 

These boys are now being encouraged to take 
part in loosely organized competitive games, and in 
time, with the help of the physiotherapist, we hope 
to have everyone taking part in some recreational 
activity to the best of his ability. 

Another group with whom we have been doing 
concentrated experimental work is the low grade, 
trainable small boys with an intelligence rate of 30 
or less. When the department started working with 
these sixty boys, they were a chaotic, belligerent, un- 
organized group. 

They were taken into a small room in groups of 
five to seven and were taught to play with small 
toys, to color, to listen to stories and “share” with 
their companions. The interest span was so short 
that the sessions lasted about fifteen minutes. After 
several months the groups were enlarged to twelve 
or fifteen. 

Their playroom has been fitted with large equip- 
ment—a swing-gate, seesaw, wagons, tricycles and 
various sized balls. Under supervision they have 
learned to play with these toys. Equipment and 
materials have, to some extent, ceased to be weapons 
and are being used for constructive, enjoyable play. 
Arrangements have been made to take these small 
boys on periodic bus rides to give them some normal 
experience. 


Audrey A. Cooper, Recreational Therapist, 
Rosewood Training School. 
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THE STOCKTON PILOT STUDY 


—A BEGINNING 


The question most commonly asked of a hospital administrator requesting 
appropriations for additional staff is: “Will this extra staff get patients out 
of the hospital more quickly and will it get more patients out?” 

To answer this basic question, upon which may hinge adequate staff 
appropriations for many years to come, the Stockton (Calif.) Pilot Study on 


Schizophrenia was set up.* 


Dr. Elmer F. Galioni, its director, sought a two- 


fold answer: Would our present therapies help chronic, disintegrated patients 
toward discharge, if such therapies could be intensively used, and if so, how 
much staff was required to give patients really intensive treatment? 


Four hundred patients were se- 
lected, two hundred being a control 
group carefully matched with the two 
hundred experimental patients for 
such items as age, diagnosis, length 
of hospitalization, race, etc. These 
four hundred had vegetated on “back 
wards” for an average of 11 years. 

The experimental group was segre- 
gated into two cottages, each holding 
one hundred, and placed under the 
care of a staff deemed adequate in 
terms of numbers, skills represented, 
and team approach. They were to 
apply intensively the kinds of thera- 
pies ordinarily used throughout the 
hospital, such as occupational ther- 
apy, recreation, group psychothera- 
phy, and so on. 

The control group of 200 remained 
in the hospital, receiving ordinary 
custodial care, with such therapies as 
came their way under general hos- 
pital conditions. 

At the conclusion of the 18 month 
study there were 27 experimental pa- 
tients out of the hospital on indefinite 
leave or discharged, to 10 such pa- 
tients in the control group. This was 
a difference of 17 patients—a striking 
difference in separation rates. 

At this stage, the post-hospitaliza- 
tion experience of the released pa- 
tients is too limited to evaluate it in 
terms of the Stockton study. But we 
know from experience that a high 
proportion of chronic, deteriorated 
schizophrenics of the type included 
in the study are likely to spend the 
rest of their lives in the hospital. 

All the benefits of the study did 
not, however, accrue to the released 
patients. Enough improvement oc- 
curred among patients who were not 
released to allow about 21% times 


a. See American Journal of Psychiatry, Vol. 
109, No. 8, Feb. 1953, PP. 576-583. 
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more home visits in the experimental 
group than in the control group. 
Lesser degrees of improvement in 
hospital adjustment among the ex- 
perimental patients showed almost 
twice as many had returned to their 
premorbid personality level as in the 
control group; general personality 
deterioration was blocked, only 6% 
of the experimental group regressing 
as against 17% of the controls. More 
of the experimental patients were able 
to work in hospital industry and the 
general health of this group was im- 
proved; the group also showed greater 
reduction of incontinence, and im- 
proved social relationships, motor 
activity, speech and appearance. 

If we were concerned only with 
therapeutic values, this would be suf- 
ficient comment upon the positive 
value of such a study. From the 
medical standpoint, one of the most 
important things is the emphasis this 
study throws upon the gaps in our 
knowledge, and the cost of such ig- 
norance, not only in dollars and cents, 
but in human suffering. Little is 
known about the likelihood of the 
discharged patients returning to the 
hospital—this needs careful follow- 
up study. We also need more facts 
as to the relationship between the 
length of hospital residence, and the 
probability of the patient’s return to 
hospital. These facts are as important 
medically as they are financially. 

From the legislator’s point of view, 
however, Dr. Galioni claims that there 
is “an unmistakable and factually 
established foundation for believing 
that personality deterioration can be 
retarded, and that more patients can 
be returned to the community.” 

‘The importance of such research 
cannot be emphasized too greatly 


when we consider the prodigious costs 
involved in providing ordinary cus. 
todial care for chronic patients in a 
mental hospital population. The first 
admission, schizophrenic patient, for 
instance, who has been in the Cali- 
fornia hospitals for five years or 
more,* constitutes only 24.6% of the 
resident patient population of the 
state. Yet these patients have already 
had about 107,000 patient years of 
care at a cost of about $29,000,000. 
Unless some way is found to reduce 
the number of new admissions who 
slip into this “hard core” of chronic 
patients, the enormous maintenance 
costs face the California taxpayer for 
years to come. Even if not one more 
schizophrenic first admission entered 
the California hospitals, or if ad- 
mitted, did not become one of the 
“hard core” of chronics, a potential 
cost of $59,000,000 would still face the 
hospital system until the death of all 
the present patients in this category. 
This pertains only to first admission 
chronic patients of one diagnostic 
entity. The additional cost of treat- 
ing the experimental group of 200 
patients at Stockton was $321,866 for 
18 months, which represents about 
one half of one percent of the $59,- 
000,000 that existing chronic patients 
will probably cost the taxpayer. 


Even with current available data, 
the Stockton Study has taught valu- 
able lessons, but its ultimate value 
will not become apparent until there 
has been time for a longer follow- 
up of discharged patients and _pa- 
tients still in the hospital. We need 
additional data to determine whether 
optimal therapy brings about dif- 
ferential release rates among patients 
of different ages, length of stay and 
diagnoses. At present we know lit- 
tle about what happens to released 
patients—do they return to the hos- 
pital, and if so, to what variables are 
such re-admission rates related? 

The Executive Committee of the 
A.P.A., at its meeting on February 
8th, passed a resolution declaring that 
such studies as the Stockton experi- 
ment were “important research proj- 
ects which should be encouraged.” 
Long range economy can be proved 
if such studies are carefully planned 
and controlled. (10-4). 


* We are indebted to N.I.M.H. for pro- 
jected costs in California hospitals. 
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Civil Service Decision Upholds 
Superintendent's Authority 


Dismissal of aides allowed 
for mistreating patient at Michigan hospital 
On releasing a patient from the restraint room at Wayne County General 


Hospital, Eloise, Mich. at 5:45 a.m. on July 5th, 1952, a relief attendant who 
had come on duty at 10:30 the previous evening discovered that the patient 


showed severe contusions. 


He reported the matter. 


Since the two attendants in charge of the ward who were on duty from 2:30 
p.m. to 11 p.m. on July 4th denied any mistreatment of the patient or any 
knowledge that such mistreatment had taken place, a senior psychiatrist and 
the assistant superintendent, also a psychiatrist, interviewed all the patients 
on the ward. They decided that ten patients were sufficiently clear as to what 
they had observed to make their testimony of value. 

The testimony of these patients clearly placed the time of the incident at 


5:30 p.m.—“after supper.” 

The incident had occurred in a 
restraint room where no other patient 
was present and the injured patient 
himself was in restraint. The nature 
of the injuries and the fact that the 
patient was in restraint made it im- 
possible for the injuries to have been 
self-inflicted. It seemed conclusive 
therefore, that they were inflicted by 
one or the other of the attendants who 
were on duty. Consequently these at- 
tendants were discharged. 

No criminal charges were brought 
against them. The discharge was 
based both on infliction of the injuries 
and failure to protect the patient. 
This made it unnecessary to specify 
which attendant had actually inflicted 
the injuries. 2 


Discharge Appealed 


In accordance with Civil Service 
Commission rules, the attendants ap- 
pealed the discharge to that Commis- 
sion, contending that they were com- 
pletely innocent. The Commission 
rejected the hospital’s investigation, 
which had been conducted solely to 
establish facts which would determine 
who was responsible for the abuse of 
the patient, which abuse was ade- 
quately proved by medical observa- 
tion and photographs. 

The Commission’s investigation was 
conducted on the grounds that the ten 
patients’ testimony was not admis- 
sible. On a two-to-one decision, there- 
fore, the three-man board upheld the 
appeal, since if the patient testimony 
was disallowed, there was no proof as 
to whether the incident occurred when 
the two men were on duty and there- 


fore, no proof that they were guilty 
either of assaulting the patient or of 
neglect of duty. The “not guilty” 
ruling was also based on the fact that 
the two passed a lie-detector test. 


When notice was received that these 
two attendants were to be returned to 
duty, the Wayne County Board of 
County Institutions asked for a re- 
hearing and introduction of the pa- 
tients’ testimony. 

The Civil Service Commission 
granted the re-hearing, and employed 
two prominent psychiatrists to ex- 
amine patients on the ward where 
the incident occurred, and to present 
for testimony those who were, in their 
judgment, capable of giving testi- 
mony. These doctors selected four pa- 
tients, whose testimony, they declared, 
was credible. 

These patients testified, and again 
their evidence clearly placed the in- 


cident “after supper” on July 4th. . 


One said that he went to the re- 
straint room to see what was going 
on, observed the incident and was 
sent away by one of the attendants 
with some statement to the effect 
that if he did not leave, he would 
get “some of the same.” 


Appeal Denied 

The Commission took the matter 
under advisement and in the middle 
of April, 1953, Dr. Roland M. Athay, 
the superintendent, was advised that 
the board had reversed its previous 
decision. Thus the Commission now 
upholds the discharge of the two em- 


ployees, and has denied their appeal 
from the discharge. 


Competency of Patients 


The case hinged, of course, upon 
whether the statements of mental pa- 
tients could be accepted as to matters 
of fact occurring on the ward which 
they observed, if competent psychia- 
trists determined that they were cap- 


able of giving testimony. If an ad- 
ministration cannot, after proper in- 
vestigation, accept such testimony, it 
becomes impossible for any employee 
to be disciplined for any action what- 
ever which was observed only by 
patients. 


The attorney representing the dis- 
charged employees held, of course, 
that mental patients are, by virtue of 
their committment, not legally quali- 
fied witnesses, and this despite the 
fact that the Civil Service Commis- 
sion is only a quasi-judicial body, 
and not bound by the rule of evi- 


dence of a court of law. The Detrgit-— 


(Mich.) Free Press commented edi- 
torially as follows: 

“The Civil Service system was estab- 
lished to protect employees against 
whim and caprice of their superiors; 
against racial and religious discrim- 
ination, and against discharge for po- 
litical reasons. 

“It was never intended that the 
Commission should shield employees 
from merited disciplinary action. 


“Dr. Athay, as medical superintend- 
ent, is legally charged with the care 
and protection of the patients. If he 
can’t make a penalty stick for such 
a grave violation as this, what chance 
will he have to enforce lesser discip- 
linary actions for less serious abuse 
and neglect of the patients?” 

The action, of course, has been re- 
versed since this editorial was pub- 
lished, and while the attorney who 
represented the hospital anticipates 
that the attorney for the attendants 
may take the matter into the circuit 
court, it would then be an action by 
the attendants against the Civil Serv- 
ice Commission. While the outcome 
is impossible to predict with certainty, 
it seems unlikely that the circuit court 
would over-rule the Commission un- 
less they found that its action was 
capricious. 


See Editorial on Page 8. 
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THE PATIENT 
Equipment 


PROTECTIVE METHOD 
FOR MATTRESSES 


In the Vermont State Hospital, 
mattresses were frequently destroyed 
by untidy or disturbed patients. Now, 
however, a plastic coating has been 
devised and has given satisfactory 
results for more than two years. 

The hair mattress is made in the 
standard manner in the hospital; over 
it is put another mattress tick cover, 
with the end sewn as if the tying proc- 
ess was to be repeated. The outside 
tick cover is then coated with a water 
dispersed resin, leaving a plastic coat 
which binds firmly to the fabric, 
strengthening it and rendering it 
water-proof. The plastic can be 
spread best with a large sponge, which 
can be washed clean after use, if done 
before the plastic has time to set. 
(11-11) 


Dietetics 


SKIM MILK POWDER 
CUTS DAIRY EXPENSES 


The Arkansas State Hospital at 
Little Rock has achieved dietary and 
economic success by the use of skim 
milk powder. The powder is one 
of the “surplus commodities” which 
is obtained through the U. S. De- 
partment of Agriculture’s program to 
support farm prices. 

The first economy was effected by 
culling the hospital’s dairy herd to 
eliminate the low producers, which 
cost as much to maintain as cows with 
high milk production records. © This 
has also cut down the surplus fresh 
milk during peak production periods. 
By supplementing the fresh milk with 
re-constituted powdered milk, the hos- 
pital is able to keep a steady supply 
of milk. 

The hospital reports its best results 
in using the powdered skim milk to 
make ice cream and a chocolate bev- 
erage. It is now saving some $200 a 
week on ice cream alone; previously 
a prepared ice cream mix was pur- 
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DAY BY DAY 


chased. Mr. J. D. Hannah, Super- 
intendent of Farms at Arkansas State 
Hospital has worked out two formulas 
for making the ice cream. One recipe 
uses 100 pounds of vegetable fat to 
164 pounds of skim milk powder 
(plus other ingredients) to make 140 
gallons of ice cream. The other, for 
the benefit of any state prohibited 
by law from combining vegetable fats 
with dairy products even for non- 
commercial use, requires 25 pounds 
of 40% Grade A Sweet Cream to 170 
pounds of milk powder. The yield 
is the same—140 gallons of ice cream, 
and the hospital says that both for- 
mulas produce similar results. 

Complete directions for making 
both types of ice cream and the 
chocolate milk drink are available 
on request from Mental Hospital 
Service. (3-4) 


Psychiatric Therapies 


CLINICAL CONFERENCES 
ON CHRONIC PATIENTS 


From Lyons, (N.J.) V.A. Hospital 
comes Dr. C. N. Baganz’ information 
upon the new orientation of his psy- 
chiatric staff conferences. 

Formerly devoted to patients who 
presented diagnostic problems or in- 
teresting psycho-dynamic features, the 
conferences are now concerned pri- 
marily with the application of current 
therapies to the long-term patient, 
resident in the hospital for not less 
than 10 years. 

Each physician selects a patient 
from his ward, and thus by rotation, 
all wards in the hospital get repre- 
sented, instead of only those in the 
acute or admitting services. Six 
months later the patient appears 
again, to determine the efficacy of the 
newly devised theraputic program. 

Several weeks before a patient is 
scheduled to appear all the services 
are notified, so that in addition to the 
psychiatric history of the patient, a 
cross-section of his relationships with 
members of other services is reported. 

The conference includes members 
of the adjunctive medical services, 
such as nursing, dietetics, physical 


medicine rehabilitation, psychology, 
and so on. 

As a result of the intensive study 
of therapeutic possibilities, a more 
optimistic attitude and increased in- 
terests in the “chronic” patient pre- 
vails. Not only is the more dynamic 
therapeutic regime afforded to the 
particular patient but it is also ra- 
diated to the large group of other 
regressed patients on his ward. (18-6) 


Occupational: Therapy 


DISCARDED INTRAVENOUS 
TUBING USED IN O.T. 


Plastic intravenous tubing which 
was formerly thrown away after use 
is now being used for a variety of 
projects in the Occupational Therapy 
Department at Camarillo  (Calif.) 
State Hospital. 


Bud vases are made from the vaco- 
drip by sawing it off below the capped 
end where the tubing is joined. After 
careful finishing with sandpaper the 
vase is inserted into a base of self- 
hardening clay, a discarded spool, 
plastic or wood blocks or coiled wire. 
Taller vases are made by cementing 
another length to the mouth. 


The sawed-off ends of the vaco-drips 
make buttons, sewed to the garment 
with heavy bright thread or yarn. 
Two flat ends cemented together with 
“pupils” of felt or colored paper in- 
side become eyes for dolls. 

The tubing is used as weft in 
weaving placemats, barbecue mats, 
screens, curtains, and lamp-shades. 
Several lengths are joined together 
by inserting a narrow end into the 
blunt end of another tube. On a 
table loom the strips are joined as 
needed since the tubing is too bulky 
to be wound on a shuttle. With a 
floor loom, however, it is practical 
to join several strips in advance. 

The tubing takes readily to plastic 
dyes though it should be dyed in one 
lot because it is difficult to match the 
exact color in different batches. Since 
the tubing-weft does not become 
tangled or knotted, it is especially 
useful for patients with a low frus- 
tration threshold. (23-10) 


M.H.S. would like to hear from occupa- 
tional therapists about other discarded 
materials from the hospital which have 
been found useful for O.T. projects. 
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Nursing Service 


The Nurse's Role 
In Chronic Illness 


BY DOROTHY GILL, R.N. 


Victoria General Hospital 

Halifax, N. S. 

This is not a scientific treatise, but 
a summary of some of the problems 
encountered in caring for a patient 
suffering from a chronic illness. We 
will accept the word “chronic” as 
meaning “long continued.” 

When does the chronically ill per- 
son enter a hospital? When his pre- 
vious adjustment breaks down. This 
breakdown may be acute or only an 
exaggeration of an existing condition. 

Let us consider the patient with 
acute, congestive heart failure, since 
this is one of the most alarming situ- 
ations for the patient, the relatives 
and the hospital staff. He is usually 
rushed to the hospital by ambulance 
while his neighbors stand on the side- 
walk with downcast eyes and bared 
heads. In the hospital all the medical 
skills are set in motion. He is placed 
in an oxygen tent, doctors hover about 
with stethoscopes dangling around 
their necks and nurses dart in and 
out with various injections. This 
strange, tense atmosphere arouses the 
patient’s doubts about his ability to 
bear pain, and his fear of death. 

What happens to the student nurse 
confronted with this terrified and 
possibly dying patient? She experi- 
ences a counter-transference—all her 
own inner conflict and anxiety about 
death are reawakened. She may react 
in several ways—run away, break 
down, become overactive (expressed 
in technical procedures) or over-react 
emotionally, assuming a mothering, 
protective role. 


The Illness Becomes Chronic 


Most nurses feel the entire respon- 
sibility for the patient’s life rests on 
them. In this situation the patient’s 
dependency needs are greatly in- 
creased. At first the nurse may en- 
courage this, but as time goes on and 
the patient does not die, she begins 
to feel threatened by his needs. 

Here we come to what may be the 
crux of the matter—the poor commu- 
nication among those concerned with 


the patient’s care. Discussion by all 
those involved so that the prognosis, 
goals and various roles may be deter- 
mined becomes a prime requisite to 
good patient care. The nurse should 
have an opportunity to articulate her 
own anxiety and be given instruction 
and support by the medical staff. In 
recent years the “team concept” has 
been introduced. In many cases we 
pay lip service to this idea but the 
need for solidification is apparent. 
The nurse is the key person to re- 
assure the patient but the reassurance 
must be factual and specific for each 
individual. Because the patient is 
anxious he may indulge in petty com- 
plaining and excessive concern with 
body function. He is then rejected 
as a complainer and labelled “unco- 
operative.” He may feel guilty over 


his illness and so has to get sicker to 
prove he is sick. The family may be 
in financial difficulties and have other 
personal and family problems because 
of the long continued illness, and they 
too reject the patient. 


Nature of Nursing 


Hospital administrators have cer- 
tain traditions as to what the student 
nurse’s duties are. Talking with pa- 
tients may be considered “idle.” In 
most large hospitals, to sit down be- 
side the bed, except to feed the pa- 
tient, is unthinkable. The nurse’s 
undivided attention is something few 
patients experience. It appears that 
the mastery of technical skills is the 
goal of student-nurse teaching, e.g. 
to learn to make a bed in seven min- 
utes. The student learns to remove 
all wrinkles from the bed, and few, 
if any, from the patient’s brow. “We 
are increasing our technical skills and 
losing our position as the reassuring 
presence to others,” says Dorothy 
Gregg, R.N. 

In our hearts, | am sure we all know 
that this is not enough. When pen- 
icillin was first introduced and hope 
was high that this was the miracle 
drug, it almost seemed as if the 
spirit of nursing would be destroyed. 
A state of panic ruled in the wards; 
the patients were in a panic that the 
nurse would not give them their in- 
jection exactly on time and also that 
they were going to be hurt; the nurses 
were in a panic because if the peni- 
cillin blood level went down they 
were going to be held responsible for 


the patient’s non-recovery. In_ this 
state of mutual panic, few words were 
exchanged and neither party knew 
how the other felt. 

Large medical centers leave no 
stone unturned to find the correct 
diagnosis, but having done so, fre- 
quently do not tell two people vi- 
tally concerned—the patient and the 
nurse. I well remember a young girl, 
twenty years old, sent home by a 
prominent heart specialist, to remain 
in bed. There she stayed until read- 
mitted to the hospital eighteen years 
later, with an entirely different phys- 
ical illness. 


How can we help the chronically 
ill person more? We can institute a 
program of rehabilitation as soon as 
the doctor thinks it advisable to 
do so. We can use all the resources 
available. From the beginning of 
the hospitalization, the nurse should 
know how much the patient can do 
for himself. The patient should be 
encouraged to overcome handicaps 
and praised as he becomes self- 
reliant. 

The patient’s own resources should 
be considered first, his assets and po- 
tentialities assessed. The family 
should be part of the team in plan- 
ning his future. Community re- 
sources should be carefully investi- 
gated. The hospital personnel should 
know how the community feels about 
chronic illness, also what occupations 
are available for part-time workers. 


Today the hospital population is 
largely composed of people suffering 
from acute illnesses. Intensive inves- 
tigation; diagnosis and treatment are 
established in rapid order. The 
chronically ill patient, silently or 
openly, rebukes the hospital staff by 
his continued illness. 

A nurse still continues to come into 
training because of her desire to help 
others, but somewhere during the 
three years, some disillusionment 
chills her warm-hearted interest. More 
emphasis is placed on the techniques 
of treatment than on her ability to 
put herself in the patient’s place. 


The patient with chronic illness 
does not respond to highly skilled 
treatment in the manner which is ex- 
pected of patients today. Research 
must be continued to find out what 
keeps patients sick, and the part the 
nurse plays in recoveries. 
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It is refreshing to learn that the 
Michigan Civil Service Commission 
at last has decided to accept the testi- 
mony of mental patients after psy- 
chiatrists had given their opinion as 
to the mental fitness of the patients to 
testify. Asa matter of fact, the Com- 
mission’s first statement that the testi- 
mony of mental patients is not ad- 
missible was clearly in conflict with 
numerous legal decisions in this coun- 
try and England. In a recent case 
(1950) in Texas, for instance, involv- 
ing the fatal beating of a patient by 
two attendants, the testimony of pa- 
tients. was admitted. The court held 
that prior commitment does not in 
itself disqualify witnesses, that the 
admissibility of testimony is deter- 
mined by the trial judge, its credi- 
bility by the jury. In that case one 
attendant was sentenced to death, the 
other to five years imprisonment. 

Not only is such a principle sound 
law; if the rule were as originally 
stated by the Commission, a free hand 
would be given to the few attendants 
so disposed to abuse patients ad lib- 
itum. Orderly administration and the 
proper protection of patients would at 
once become impossible. The final 
action of the Commission is a ham- 
merstoke for the safety and proper 
care of Michigan’s mental patients. 


Winfred Overholser, M.D. 
Superintendent 
St. Elizabeths Hospital. 


People & Places 


Dr. George W. Jackson, formerly 
Medical Director of the Texas Board 
for State Hospitals and Special 
Schools, has been appointed Director 
of Institutions of the State Board of 
Social Welfare in Kansas. Mr. A. C. 
Yopp, formerly Assistant Hospital 
Administrator at Arkansas State Hos- 
pital, Little Rock, will become his 
Assistant Director. Dr. Leonard P. 
Ristine, who had served as Psychiatric 
Consultant to the Kansas Board, is 
now Superintendent of the Austin 
(Texas) State Hospital. 

Dr. Walter Baer has entered pri- 
vate psychiatric practice in Peoria, 
Illinois. Dr. Baer, an M.H.S. Con- 
sultant, has held several top positions 


in the Illinois State Hospital system 
during almost twenty years of state 
service. Until recently he was Deputy 
Director of Mental Health Services in 
the Illinois Department of Public 
Welfare. 

In California, two state hospital su- 
perintendents, Dr. R. S. Rood of De- 
Witt and Dr. G. Dean Tipton of 
Mendocino, have exchanged positions. 
The exchange was arranged to ac- 
quaint Dr. Rood with the problems of 
maximum security wards at Mendo- 
cino State Hospital in preparation for 
his forthcoming appointment as Su- 
perintendent of the maximum security 
hospital being built at Atascadero. 
The new institution is expected to 
open in January, 1954. 


Public Relations 


STATE HOSPITAL IS MAJOR 
FACTOR IN LOCAL ECONOMY 


An unusual and practical aspect of 
hospital-community relationships was 
demonstrated recently by the Infor- 
mation Department of Larned (Kans.) 
State Hospital. Mrs. Hazel Bennett 
Baker, the information representative 
of the hospital presents hospital ex- 
penditures in the community which 
make the hospital a major factor in 
the local economy. 

The $600,000 payroll, over a six 
month period, was spent mainly in 
the area. At least 400 out of the 600 
hospital employees live off the 
grounds, some driving up to 25 miles 
a day to work. Local landlords, gas 
stations, automotive dealers, as well 
as clothing and food stores, appliance 
dealers, movies and concert halls bene- 
fit directly by supplying the necessities 
and luxuries which make up Ameri- 
can living. 

A direct examplé of hospital money 
being spent in the community was 
$153,305.39 in the maintenance and 
repair fund. This represented food, 
clothing, hardware, lumber, postage 
stamps and other purchases for hos- 
pital use spent in the immediate area. 
This represented 31% of the total 
maintenance for the six months. 

Local merchants also benefit from 
visitors to the hospital. The hospital's 
register listed over 10,000 visits in six 
months; the hotel, motel and guest- 
housekeepers got their business, as 


well as restaurants, gift shops and 
transit companies. As well as pa- 
tients’ relatives the hospital has many 
business and professional callers. Mrs. 
Baker estimates that the total num- 
ber of people visiting during the six 
months was nearly 15,000. 

Altogether it is estimated the com- 
munity is some $850,000 richer each 
half year than it would be if the hos- 
pital were not there. Financially 
speaking, it is the largest single stable 
factor in the prosperity of Larned 
and of Pawnee County. (2-4) 


Research 


“In the case of mental hospital 
staffs, it is important that, while the 
therapeutic goals should remain 
foremost and paramount, this goal 
should not be made exclusive of other 
professional goals, such as the study 
of these apparently hopeless patients 
quite independently of the melioristic 
therapeutic ends. Clinical research 
on the nature of a chronic mental dis- 
ease should be important. The re- 
search need not, however, be always 
laboratory research. Laboratory re- 
search is important, yet a laboratory 
is not an absolute condition for use- 
ful and stimulating research endeav- 
ors. In fact, I believe there is a 
somewhat excessive preoccupation 
with building up _ technologically 
elaborate laboratories in mental hos- 
pitals. They tend to take the person- 
nel away from the patient as an in- 
dividual and the patient is apt to 
become a sort of reservoir for labora- 
tory samples—blood, urine, etc. The 
observation of a patient, a constant 
striving after articulate and mean- 
ingful description of him as a behav- 
ing individual, the psychological 
study of social and genetic factors in 
the mental disorder and the neuro- 
logical correlates of mental disturb- 
ance associated with organic proc. 
esses present areas of inexhaustible 
topics for useful research by and for 
stimulating intellectual activity of the 
members of the staff. One must 
strive constantly to cure if one can 
but it is always worth while to inquire 
into and understand what it is that 
one needs to cure.” (10-5) 


PAUL I. YAKOVLEV, M.D. 
Veterans Administration, P. & N. 
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FREEDOM IN 


THE MENTAL 


HOSPITAL 


By LUCY OZARIN, M.D. 


Asst. Chief, Hospital Psychiatry Section, 


Veterans Administration. 


“Man is born free; and everywhere he is in chains,” wrote Rousseau. 
Freedom is not absolute in an organized society but always relative. The only 
completely free man is the total hermit. 

How much freedom society as a whole and man as an individual require 
or should attain is not only a philosophical question but a determination in 
which psychiatry and psychiatrists have a deep interest. 

Political scientists and philosophers have written many volumes discussing 
the relationship of the state and the individual, seeking to find the optimum 
balance. If the mental hospital is considered an organized unit with powers 
of government applicable to those who live within its confines, then similarly 
psychiatrists must seek to determine the degree of freedom that hospitalized 
patients should be given if they are to be healed. 


The concept of liberty can assume 
two aspects. The negative aspect is 
the absence of restraint. The positive 
aspect is participation in public 
affairs. Both aspects have pertinence 
to the organization and administra- 
tion of the mental hospital. 

It seems paradoxical to discuss free- 
dom for hospitalized mental patients, 
60 to 80 percent of whom are behind 
locked doors. From the moment he 
enters the large public mental hospi- 
tal and is placed on a locked ward, 
it becomes difficult or impossible for 
the patient to do the many customary 
or necessary things that have been 
part of his daily living. His smoking, 
his changing clothes, even his toilet 
functions may become dependent 
upon the interventions of another. 
What effect do such restrictions have 
on an individual? 

Last year, while attending a work- 
shop, I spent three days living on a 
ward in a psychiatric hospital. The 
superintendent had provided accom- 
modations and meeting places in a 
wing of a new building not yet opened 
for patients. It took time to get used 
to living there. I could not open or 
close the window because of the pro- 
tective screen. I could not turn the 
light on or off without finding some- 
one with a special key. There was no 
privacy in the showers or the toilets 
which were in a row on one side of 
the room. There were no hooks or 
places to hang clothes after the small 
locker in the bedroom was filled. 
rhese were minor discomforts. Solu- 
tions could be found because doors 


were open and I could come and go at 
will. But supposing the doors had 
been locked? 

There are times of course when a 
patient is so ill that he must be cared 
for completely. But there are many 
patients who, during the course of 
their hospital life, can do much for 
themselves and even for others. The 
process of recovery is, in essence, a 
growing capacity for self-direction. 
This calls for progressive exercise of 
self-direction. 

Given the opportunity to learn and 
exercise the usual skills and habits of 
living, many patients show improve- 
ment from their illness, become excel- 
lent hospital workers, seemingly more 
satisfied within themselves, and attain 
open ward status. On the other hand, 
when they are denied opportunities 
for maintaining their usual habits of 
living or discouraged from following 
them, these habits are lost or replaced 
by much less satisfactory ones. The 
apathetic chronic patients on the back 
wards are typical. Often their ap- 
pearance alone is diagnostic, so much 
have they lost their individuality by 
being pressed into the mold of hos- 
pital ward routine. 

Presumably the treatment objective 
for our patients is their return to 
their communities. The probability 


of their achieving this objective or 
maintaining it depends on their ca- 
pacities for economic and social living 
on an adult level. Life in the hospi- 
tal should prepare the patient for 
this by offering him daily practice and 
experience in an environment which 


stimulates community existence and 
by teaching him socially acceptable. 
ways of living which are satisfactory 
to him. 

This is easier said than done. For 
many years, mental hospitals have 
been restrictive places and it is dif- 
ficult to change the attitudes of 
patients and employees who have 
known no other ways for many years. 
It is easier to stay in the old pathways 
than to blaze new trails. 

Yet hospitals which have moved 
away from restriction toward greater 
freedom for patients have found the 
experience most gratifying. Often it 
is little things that make the differ- 
ence. Some patients may need to be 
taught again how to use cutlery and 
sometimes may require supervision in 
the use of the utensils. But in our 
culture an adult is expected to know 
how to eat with proper social grace 
and, unless he can do so in the hos- 
pital, he will learn less acceptable 
modes of eating. 

There are an infinite number of 
ways in which a hospital can lessen its 
restraints, permit a patient more free- 
dom to live what is considered a nor- 
mal way of life and still care for his 
needs. There must be, for example, 
an ash tray in the day room if the 
patient is expected to use it. The 
experience of going to the hospital 
canteen will help him know the value 
of money and give him the oppor- 
tunity to select merchandise or a soda 
fountain item. Asking the patient if 
he wants to wear his blue suit or his 
grey may make him more aware of his 
appearance. Permitting him to shave 
himself with a locked safety razor will 
restore to him an accepted habit. But 
to provide this kind of freedom the 
hospital must possess the requisite 
physical facilities and must make it 
possible for patients to reach and use 
them. 

Turning now to the more positive 
aspects of freedom, what part, if any, 
can the patient take in the affairs of 
the hospital? His accepted role is one 
of passivity and dependence. He is 
told what he may do and may not do, 
how to do it, with what, with whom, 
and for how long. It is the rare in- 
stance in which his opinion or desire 
is sought. Although he eats three 
meals a day, he is never asked what 
he would like on the menu. He is not 
consulted as to hours of rising or go- 
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ing to bed, or when he wants to bathe 
or change his clothes. No one consults 
him about the assignment of nurses 
and attendants to his ward, although 
these people have absolute authority 
over him. On the other hand, the 
patient can choose in Occupational 
Therapy whether he will weave a rug 
or mold clay; sometimes he can refuse 
to go to a movie; he can refuse to 
dance at a party. 

As psychiatrists who are responsible 
for the care of sick people, it becomes 
necessary for hospital administrators 
to determine, then, whether it is to the 
advantage of patients to be encouraged 
and permitted to take active part in 
the administration of the hospital. 
Common sense and experience tell us 
there are limits to the extent patients 
can carry responsibility, depending on 
the nature and degree of their illness. 
Yet during World War II when per- 
sonnel were scarce, some patients car- 
ried keys and were responsible for cer- 
tain aspects of ward management. 


A number of attempts at patient 
government of a limited type have al- 
ready been made. Solomon and Hyde 
reported on “Patient Government: A 
New Form of Group Therapy” at the 
Boston Psychopathic Hospital. Sev- 
eral VA hospitals have patient groups 
which accept responsibility for recrea- 
tion programs. One VA hospital has 
a patient group on the admission ward 
which arranges the orientation of new 
patients to the hospital, handles minor 
disciplinary problems and enforces 
ward rules. The recorded .experi- 
ences of attempts at patient govern- 
ment have been encouraging. 

It is difficult to postulate how far a 
staff should or can go in allowing pa- 
tients a voice in the administration 
of the hospital. Trial and experience 
will show the way. Recognition and 
encouragement of the patient’s assets 
and resources, and provision for op- 
portunities for him to enlarge his 
sphere of competence and accept in- 
dividual responsibility may be crucial 
factors. It is difficult to support the 
growth or recovery of a person from 
mental illness without the recognition 
of his significance and worth implicit 
in giving him a voice in his own 
affairs. 

The pages of history tell the stories 
of many forms of government and how 
mankind fared under varying condi- 
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tions and degrees of oppression and 
freedom. If we accept the experience 
of history that a democratic form of 
government is the most satisfying and 
successful form of government that 
mankind has evolved, that the welfare 
of the citizenry is best served under 
democratic conditions, and that ma- 
turity and strength of individual per- 
sonality are best developed in a de- 
mocracy, then democratic practices 
permitted to patients in mental hos- 
pitals can be therapeutic forces help- 
ing to heal them. 

There are other rewards, too, in a 
democratic type of hospital adminis- 
tration. If patients accept responsi- 
bility for themselves, they may also 
accept responsibilities for others. ‘Too, 
as long as hospital personnel are so 
limited in number, patients who can 
help each other will make the hospital 
a more pleasant place for everyone. 
Above all, the institution of demo- 
cratic principles for hospital patients 
will break down the barriers that set 
them apart from their fellow men. 

Perhaps as we progress in our un- 
derstanding of psychiatric illness, we 
will find new ways to use our mental 
hospitals as places where the patient 
can achieve “total integration of his 
personality” through the experiences 
made available to him in the structure 
and functioning of the hospital. 


The Editor would welcome factual accounts 
of examples of patient government or “patient 
freedom” such as Dr. Ozarin describes, for pos- 
sible publication in MENTAL HOSPITALS. 


Legislation 


FOUR NEW STATES IN MODEL 
REPORTING AREA 


Four new States, each with its own 
professional statistician in the hospital 
system, have been selected to join the 
Model Reporting Area, organized in 
1947 by the Biometrics Branch of the 
National Institute of Mental Health 
to assist in the collection of data on 
hospitalized mental patients. 

The four new states, Kansas, Indi- 
ana, Texas and Wisconsin, together 
with the eleven original States who 
joined in 1951, brings a total of fifteen 
States into the Model Reporting Area. 
(15-12) 


PRIVATE HOSPITALS DISCUSS 
STATE AUTHORITY 


At the Central Neuropsychiatric 
Hospital Association meeting in Chi- 
cago a few weeks ago a major topic of 
discussion was on “State Authorities 
and the Private Psychiatric Hospital.” 
A preliminary draft of recommenda- 
tions was produced, the main points of 
which were as follows: 

1. Licensing by a state mental 
health or hygiene commissioner is 
acceptable. 

2. Inspection of the physical plant, 
safety and hygiene precautions and 
patients’ sleeping and living areas is 
acceptable. 

3. Filing reports by hospital num- 
ber and diagnosis is acceptable, but 
this is a serious hardship on over- 
worked secretarial staffs, and also un- 
productive. Filing yearly reports in 
age groups, sex and diagnosis and 
number of each as sent to the Federal 
Census Bureau is acceptable. 

4. Any regulation by state or local 
authorities which goes beyond these 
limits is unacceptable. 

During the discussion it was said 
that licensing regulations should be 
established by law and not left to 
the discretion of a political appointee, 
no matter how well qualified he may 
be professionally. A hospital denied 
a license should be able to go to a 
Board of Appeals set up by law. 

As to inspection, this should be at 
the public health level, and accept- 
ance of the principle does not imply 
that an inspector may interview pa- 
tients to determine if they are men- 
tally ill or in need of hospitalization. 

On the question of filing reports, a 
private hospital psychiatrist and _ his 
patients are entitled to the same pri- 
vacy as any other doctor who chooses 
to practice in his own hospital. The 
obligation on a physician to divulge 
name or diagnosis to any authority 
therefore, is a violation of the basic 
creed of the medical profession. 


The private hospital people feel 
strongly that all regulations and laws 
which are to apply to private hospitals 
should apply with equal force to psy- 
chiatric units in general hospitals, 
and that the A.P.A. should interest 
itself in nursing and convalescent 
homes which probably house more 
mentally ill patients than do recog: 
nized private psychiatric hospitals. 
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Supportive Role of Chaplain 
with Mental Hospital Patients 


By CHAPLAIN DONALD C. BEATTY, 
Asst. Dir., Chaplaincy Service, 


Veterans Administration. 


Part I 


Deep-rooted in our culture is the need for religious expression. No situa- 
tion in which people live can be considered complete unless there is oppor- 
tunity to participate in religious activities. The community that does not have 


churches or synagogues is to that extent a limited community. 


The mental 


hospital is a specialized community. It offers controlled or supervised living 
to those who dwell there. And like any other community it lacks an accepted 
essential if it does not allow for religious expression. 


So evident is this that all hospitals 
for the care of the mentally ill have 
made provision for some sort of re- 
ligious ministry. The provisions vary 
greatly. There are hospitals where an 
occasional group service conducted by 
a visiting (volunteer) clergyman is all 
that is offered. Other hospitals have 
regularly scheduled religious services, 
either on a volunteer or a fee-basis 
system, but provide little or no pas- 
ioral care or personal ministry. Still 
others, employing either full-time or 
part-time chaplains, do provide a well- 
rounded religious program for all pa- 
tients and for all major faith groups. 

In recent years there has been a 
growing use of clergy and of the min- 
istry of religion in mental hospitals. 
A variety of factors may have con- 
tributed to this growth. One signifi- 
cant factor has been the awakened 
interest of the clergy themselves in the 
problems posed by the mentally ill. 
Because of this interest many clergy 
have subjected themselves to disci- 
plined study in psychiatric knowledge. 
A few, attracted both by a field of 
service where they believed they 
should be working and by an aroused 
interest in what could be learned 
about human life and human per- 
sonality generally, have devoted them- 
selves and their ministry exclusively 
to this specialized area. 

There has been increasing convic- 
tion that a religious ministry in a 
mental hospital should be more care- 
fully planned, more intelligently di- 
rected, more wisely and helpfully im- 
plemented than has been true in the 
past. A token religious service is not 
enough. If the resources of religion 
are to be effectual in relation to 


mental patients there is need for care- 
ful thinking and planning to make 
this ministry of maximum value. 
Certain obstacles have hindered the 
development of mutual confidence on 
the part both of the clergy and of hos- 
pital psychiatrists. There has been, 
on the part of the clergy, a deeply felt 
inadequacy to deal with those who did 
not respond readily to the accustomed 
methods and practices of the church. 
There has been and still is some ques- 
tioning as to whether the psychiatrist 
and his beliefs might threaten the 


values to be found in religion and re- 


ligious devotion. Then, too, few 
clergymen have had any specific train- 
ing or supervised experience to help 
them develop competence in dealing 
with the mentally disordered. 

Doctors, too, have had their failures 
in understanding. When they have 
considered religious ministry to men- 
tal patients, it has often been in very 
limited terms of religious rites and 
ceremonies. On occasion they have 
had experience with inept or unin- 
formed clergy who have violated what 
the doctor considered to be wise con- 
duct or attitude. Also they have 
noted what seemed to be the unhappy 
or unfortunate results of certain re- 
ligious attitudes which have not been 
consistent with a “healthy outlook” 
on life. Some indeed have accepted 
the dictum that religious concern is, 
in itself, a form of neurosis and have 
not felt impelled to question that 
dictum. 


None of these obstacles to the co- 
operative relationship between two 
great helping professions have, how- 
ever, proved insurmountable. A grow- 
ing awareness that both professions 


deal essentially with quite similar 
problems, though with differing meth- 
ods, differing vocabularies, and often 
with different pre-suppositions, has 
led to attempts to understand the 
other point of view and to develop a 
satisfying working relationship. 

Where chaplains are included in the 
stafing of the hospital, the full-time 
services of clergy to mental patients 
are becoming increasingly valued. 
Services of worship have been refined 
and adapted to the special needs of 
patients. The availability of the chap- 
lain in times of crisis is a source of 
comfort not only to patients but to 
relatives of patients. The initial in- 
terviews and the continued pastoral 
ministry of the chaplain as he visits 
the patients is becoming less formal 
and more actually helpful than pre- 
viously. Doctors and chaplains, work- 
ing together, have been able to de- 
velop a relationship of mutual respect 
and even affection that has enhanced 
the work of both groups. 

Religious services are the focal point 
of almost all organized religious ex- 
pression. To such services come pa- 
tients of varied backgrounds, of varied 
degrees of awareness, of an infinite 
assortment of moods. But together, 
and with a respectful reverence which 
is often surprising, they unite in the 
service. Practical experience teaches 
the chaplain to keep it shorter than 
would be the accepted community 
standard. Following a consistent or- 
der in the conduct of the service tends 
to ease the sometimes frightening or 
disturbing aspect of the new and un- 
tried. Familiar hymns invariably ap- 
peal more than new or strange hymn 
settings. Prayers are said in unison. 
For a time, if the patient truly enters 
into the service, his own personal 
problems and difficulties are laid aside 
as he joins with others in reverence 
for that which is above all. This is 
the core of the experience of worship 
wherever held. It is of particular 
value when, in the hospital, it tends 
to reduce the sense of isolation, to re- 
place preoccupation with the self, and 
to develop that community of feeling 
and of aspiration which so many men- 
tally ill persons have both lost and 
need. 

In the crises of life there seems to be 
an almost universal turning to religion 
and. religious expression. Times of 
birth, of growing into maturity (the 
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age of confirmation) of marriage, of 
serious illness, and of the threat of 
death have always quickened religious 
interest. It is not surprising that in 
this crisis of their lives, mentally ill 
patients sometimes take renewed in- 
terest in religious matters. There is 
even suggestive evidence that bizarre 
religious expression may have its roots 
in this ancient impulse of the human 
spirit to reach beyond itself. Such 
ideas as of death and rebirth, of a 
unique mission, of world disaster, even 
of mystic identification, may be benign 
symptoms of a self in transition from 
conflict to integration. The chaplain 
who is aware of his role in relation to 
the patient in a crisis situation finds 
many opportunities to play both a 
supportive and an interpretive role. 
When the chaplain meets the newly 
admitted patient he does so as a rep- 
resentative of the concerned commu- 
nity. He represents that aspect of the 
culture which has carried, for cen- 
turies, the welfare of the individual— 
the salvation of both the individual 
and of society—as one of its most 
fundamental concerns. Patients are 
likely to sense this even before the 
more articulate of them are able to 


express it. . In consequence the chap- 
lain, just because he is the chaplain, 
is able in many instances, to meet the 
patient and to interpret both the hos- 
pital and its program of care and 
treatment with a minimum of initial 
resistance. 


In the course of his pastoral min- 
istry the chaplain establishes with all 
possible patients the historic role of 
the spiritual advisor. (That term may 
have unwelcome connotations because 
of the association of “advisor” and 
“advice giving.” Actually, the chap- 
lain is more likely to play the role of 
a counselor than of an authoritarian 
advice giver.) He is likely to be ac- 
cepted by the patient as one who 
stands beside him rather than over 
or against him. Chaplains are often 
amazed at the ease with which per- 
sons in mental difficulty find the 
clergyman (even before they come to 
know and respect him as an under- 
standing person) one with whom they 
can feel comparatively free and at 
ease. This initial acceptance on the 
part of the patient can, of course, be 
reversed and turned into hostility or 
rejection if the chaplain does not have 
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the wisdom or skill to sustain it. But 
there is nothing in the role of the 
priest or minister which of itself 
should heighten the tension the pa- 
tient carries. Often it is surprisingly 
the reverse. 

The value of group experiences is 
currently receiving much attention. 
Persons from many fields are refining 
their understanding of the dynamics 
of the group process. ‘Teachers, psy- 
chologists, psychiatrists and others 
both individually and representing 
their various specialities are stressing 
the values to be found in “the group.” 
The clergy have utilized its values for 
a long time and have depended upon 
them in developing the fellowship of 
the congregation. The fact that the 
descriptive words have differed from 
those used in studies of group dy- 
namics should not becloud this recog- 
nition. 

Practically all of this ministry may 
be accomplished without specific, 
planned cooperation between the 
chaplain and other workers in the in- 
stitution. Even where there is no at- 
tempt to integrate the contribution 
of the experienced religious worker 
into the total hospital community he 
has a contribution to make that 
should not be ignored. When, how- 
ever, there is a conscious and con- 
sistent effort to see the services of the 
chaplain as part of an integrated pro- 
gram of care and treatment, many 
other values can be achieved. 


The second part of Chaplain 
Beatty’s article will appear in our 
June issue. 


COMMENTARY 


The Spring issue of The Psychiatric 
Bulletin devotes a special section to 
alcoholism. The articles deal with 
“Alcoholism as an Illness”, “Various 
Theories on the Etiology of Alcohol- 
ism,” “The Sobering-up Process,” 
“Conditioned Reflex and Antabuse 
Therapy,” “The Role of Psycho- 
therapy in Alcoholism” and “Alcohol- 
ism in Industry.” There is also a 
suggested Reading List on the subject. 

The New York State Department 
of Mental Hygiene has issued a book- 
let for state hospital employees. The 
illustrated brochure entitled “This Is 


Your Job” explains general principles 
of the employee’s responsibility to the 
patient and to his institution. 

Dr. Walter E. Barton is the author 
of a pamphlet “Education of the Pub- 
lic—A Function of the Public Psy- 
chiatric Hospital.” It is published 
by the National Association for Men- 
tal Health, 1790 Broadway, N. Y. C. 

Safety-conscious administrators will 
be interested in “An Improved Safety 
Program” described in The Modern 
Hospital for April. 

Also on this subject, Julian Smariga 
tells how to “Build Fire Safety Into 
the Hospital” in the March issue of 
The Modern Hospital. Most of this 
issue is devoted to building expansion 
and modernization. The articles and 
floor plans show examples of remodel- 
ing old buildings, integrating old and 
new structures, and reclamation of 
space. 

The March Hospital Management 
also concentrates on building. Espe- 
cially interesting are articles on noise 
control and on planning space to cut 
down work loads. 

Three new books on forensic psy- 
chiatry have recently been published. 
Dr. Winfred Overholser, Superintend- 
ent of St. Elizabeths Hospital, Wash- 
ington, D. C., is the author of “The 
Psychiatrist and the Law,” published 
by Harcourt, Brace and Co., New 
York. The book consists of the four 
lectures given at Harvard University 
by Dr. Overholser as first recipient of 
the Isaac Ray Award. The lectures 
are entitled “The Substance of Psy- 
chiatry,” “Some Differences of View- 
point,” “The Mental Patient and the 
Hospital” and “The Psychiatrist as 
Witness.” 

Dr. Henry A. Davidson's “Forensic 
Psychiatry” (The Ronald Press Co., 
New York) covers all the important 
legal phases of psychiatry and the 
psychiatric aspects of the law. 

The third book is “Psychiatry and 
the Law’, co-authored by Dr. Man- 
fred S. Guttmacher, Chief Medical 
Officer of the Supreme Bench of Balti- 
more, and Henry Weihofen, Professor 
of Law at the University of New Mex- 
ico. The book was published by 
W. W. Norton Co. 

The California Department of 
Mental Hygiene has published the 
third annual report on its Sexual De- 
viation Research. 
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